












5. Assurances

In accordance with 42 CFR §441.302, the state provides the following assurances to CMS:

Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of 
persons receiving services under this waiver. These safeguards include:

As specified in Appendix C, adequate standards for all types of providers that provide services under this waiver;1. 

Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met 
for services or for individuals furnishing services that are provided under the waiver. The state assures that these 
requirements are met on the date that the services are furnished; and,

2. 

Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services are 
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

3. 

A. 

Financial Accountability. The state assures financial accountability for funds expended for home and community-based 
services and maintains and makes available to the Department of Health and Human Services (including the Office of the 
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of 
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

B. 

Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least 
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an individual 
might need such services in the near future (one month or less) but for the receipt of home and community-based services 
under this waiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

C. 

Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care 
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if 
applicable) is:

Informed of any feasible alternatives under the waiver; and,1. 

Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the 
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver 
and given the choice of institutional or home and community-based waiver services.

2. 

D. 

Average Per Capita Expenditures: The state assures that, for any year that the waiver is in effect, the average per capita 
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been 
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

E. 

Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver 
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver 
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the 
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver.

F. 

Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would 
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

G. 

Reporting: The state assures that annually it will provide CMS with information concerning the impact of the waiver on 
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver 
participants. This information will be consistent with a data collection plan designed by CMS.

H. 

Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a 
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the 
individual through a local educational agency under the Individuals with Disabilities Education Act (IDEA) or the 
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

I. 

Services for Individuals with Chronic Mental Illness. The state assures that federal financial participation (FFP) will 
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization, 
psychosocial rehabilitation services, and clinic services provided as home and community-based services to individuals 

J. 
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with chronic mental illnesses if these individuals, in the absence of a waiver, would be placed in an IMD and are: (1) age 
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or 
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-I must be completed.

Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care) is developed for 
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the 
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected 
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source, 
including state plan services) and informal supports that complement waiver services in meeting the needs of the 
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not 
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in 
the service plan.

A. 

Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/IID.

B. 

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board except 
when: (a) provided as part of respite services in a facility approved by the state that is not a private residence or (b) 
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the 
same household as the participant, as provided in Appendix I.

C. 

Access to Services. The state does not limit or restrict participant access to waiver services except as provided in 
Appendix C.

D. 

Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified 
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number 
of providers under the provisions of §1915(b) or another provision of the Act.

E. 

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party 
(e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the provision 
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to 
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes a fee 
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally 
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that 
annual period.

F. 

Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals: 
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of 
care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c) 
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide 
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

G. 

Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver meets the assurances 
and other requirements contained in this application. Through an ongoing process of discovery, remediation and 
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b) 
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (e) financial oversight 
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery 
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem. 
During the period that the waiver is in effect, the state will implement the Quality Improvement Strategy specified in 
Appendix H.

H. 

Public Input. Describe how the state secures public input into the development of the waiver:
 

I. 
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For this waiver amendment, the Department of Social Services (DSS), MO 	 HealthNet Division (MHD), and the 
Department of Health and Senior Services, invited the public to 	 comment on the Brain Injury Waiver (BIW) 
amendment. 
 
The public comment notice, along with a complete copy of the amendment, was published on the DSS website, located at 
the following link: https://dss.mo.gov/mhd/alerts~public-notices.htm 
 
The public comment notice was also published in five (5) newspapers within Missouri, who report to Missouri’s largest 
population densities.  Complete copies of the amendment were also made available by request from the DHSS -DSDS, by 
phone, email, and mail.  Contact information for the BIW waiver program was provided in the public comment notice. 
 
 
 
The public was informed via public notice that comments would be accepted by MHD directly via mail or email, and 
contact information for the MHD was provided in the public notice.  The public notice included the mailing address, 
email and contact information used to receive comments from the public, and provided the following contact information: 
MO HealthNet Division, P.O. Box 6500, Jefferson City, MO 65102-6500, Attn: MO HealthNet Director, Email: 
AskMHD@dss.mo.gov. Per the notice, complete copies of the amendment application were also available on the MHD 
alerts and public notice webpage at https://dss.mo.gov/mhd/alerts~public-notices.htm, or by request from the Department 
of Health and Senior Services Division of Senior and Disability Services; by phone at (573) 526-8557, in person at 912 
Wildwood Drive, Jefferson City, MO, 65102 or by mail at PO Box 570, Jefferson City, MO 65102-0570. 
 
Public input was taken allowing written comments from March XX,2023 through end of business day April XX, 2023. 
 
 
 
On March XX, 2023, the State notified in writing the federally-recognized Tribal Government known as the Urban Indian 
Organization of the State's intent to submit a waiver amendment application. A 30 day comment period from March XX, 
2023 to April XX, 2023 was allowed.  

Notice to Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal 
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a 
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by 
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the 
Medicaid Agency.

J. 

Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited 
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121) 
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title 
VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons" (68 FR 47311 - 
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English 
Proficient persons.

K. 

7. Contact Person(s)

The Medicaid agency representative with whom CMS should communicate regarding the waiver is:A. 

Last Name:

Kremer

First Name:

Glenda

Title:

Assistant Deputy Director

Agency:
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Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

c. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the 
contribution of a participant with a community spouse toward the cost of home and community-based care if it determines 
the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly income a personal 
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state 
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (as specified 
below).

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

d. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

e. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

f. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the 
contribution of a participant with a community spouse toward the cost of home and community-based care. There is 
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's 
allowance and a family allowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred 
expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 

g. 
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The Department of Health and Senior Services staff, at a minimum, meet the following experience and educational 
requirements.  One or more years of experience as an Adult Protective and Community Worker (APCW) I, Social Service 
Worker (SSW) I, or Children's Service Worker (CSW) I with the Missouri Uniform Classification and Pay System; or an 
undergraduate degree from an accredited college or university in Social Work, Psychology, Sociology, Gerontology, 
Nursing, Health Science, Health Care Administration, Human Resources, Political Science, Anthropology, Human 
Services, Public Administration, Education, Counseling, Criminal Justice, or closely related field. 
 
Position definition of those performing the initial evaluations are as followed: 
 
APCW I(formerly SSW I):  This is entry-level professional social service work in the Department of Health and Senior 
Services providing protective services and/or coordinating in-home services on behalf of senior and/or disabled adults. 
 
CSW I (formerly SSW I):  This is entry-level professional social service work in the Children's Division of the 
Department of Social Services providing protective services on behalf of children and families in instances of abuse, 
neglect, or exploitation.  

Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an 
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify 
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and 
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency 
(if applicable), including the instrument/tool utilized.

 

d. 
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In order to be eligible for entry into the Brain Injury Waiver (BIW), individuals must meet nursing facility level of care 
(LOC) as specified in the Code of State Regulation (CSR) at 19 CSR 30-81.030. The Brain Injury Waiver uses the Brain 
Injury Waiver Level of Care Determination Form. Points are assessed and assigned based on the amount and degree of 
assistance needed by the individual. 
 
For October 31, 2021 through state spending of section 9817 ARP funding, a dual LOC criteria approach will be used. 
This approach will use the current LOC criteria as well as the transformed criteria.  Upon expenditure, the current criteria 
will be retired and only the transformed will remain in effect. 
 
Current  LOC:  The categories are: (1) Monitoring: the amount of medical oversight needed to remain independent. (2) 
Medications: the ability to administer medicine and difficulty of drug regime. (3) Treatments: physician ordered medical 
procedure(s) intended to treat a specific medical condition. (4) Restorative: teaching and/or training activities designed to 
maintain or restore a person to a higher level of functioning. (5) Rehabilitative: physician ordered rehabilitation therapy 
(speech, occupational, physical) - points are based on frequency of services. (6) Personal Care: bowel or bladder 
problems or the ability to bathe, shampoo, etc. (7) Dietary: the degree of specialized diet or the ability to prepare and eat 
meals. (8) Mobility: the ability to move from place to place. (9) Behavior: any problems associated with orientation, 
memory recall, and judgment. 
 
Scoring Methodology:  any combination of points which meets the level of care specified in 19 CSR 30-81.30 and 3 
rehabilitation and 3 functional needs qualifies an individual to receive BIW services.  Points are assigned in each of the 9 
categories in 3 point increments: 0 points: assigned if the individual requires no assistance, is independent, does not have 
the treatment/therapy/problem, etc. 3 points: assigned if problems are identified: personal oversight or management is 
required; minimum numbers of treatments/therapies/medications are ordered.  6 points: assigned if problems are 
moderate; daily or regular human assistance is required; moderate frequency of treatments/therapies ordered by a 
physician.  9 points: assigned when maximum physical/medical problems require total human assistance. 
 
1.  MONITORING: 
0 points Frequent visits by friends or neighbors and/or RN visits for state plan personal care. 
3 points Client is seen regularly by physician and/or seen by home health for stable condition. 
6 points Client is seen regularly by physician and/or home health for unstable condition. 
9 points Client requires intensive monitoring for unstable condition. 
 
2.  MEDICATION: 
0 points Client takes no prescription meds and/or only occasional prn meds. 
3 points Client takes prescription meds and/or prn meds on a regular basis. 
6 points Client needs supervision taking meds and/or needs meds set up on a regular basis. 
9 points Client has complex drug regimen requiring high number of meds, varying times, special instructions and/or total 
assistance to take meds. 
 
3.  TREATMENT: 
0 points No treatments ordered by physician. 
3 points Client has physician ordered treatments such as simple dressing, whirlpool baths, external catheter or regulated 
ostomy. 
6 points Client has physician ordered treatments that require daily attention of licensed personnel. 
9 points Client needs maximum type treatments requiring direct supervision by professional such as intratracheal 
suctioning, continuous oxygen, etc. 
 
4.  RESTORATIVE SERVICES: 
0 points No physician services ordered for range of motion, bowel and bladder programs, self care, etc. 
3 points Physician ordered teaching activities to maintain current level of functioning. 
6 points Physician ordered services designed to help client achieve optimal level of care. 
9 points Physician ordered services with goal to restore client to higher level of functioning (intense-requiring 
professional supervision). 
 
5.  REHABILITATION: 
0 points No rehabilitation services required. 
3 points Rehabilitation services ordered one time per week. 
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6 points Rehabilitation services ordered 2-3 times per week. 
9 points Rehabilitation services ordered four or more times per week. 
 
6.  PERSONAL CARE 
0 points Client is independent in activities of daily living. 
3 points Client requires minimal or occasional assistance with ADLs. 
6 points Client requires daily assistance with ADLs and/or is incontinent of bladder and bowel 50% of the time. 
9 points Client requires total assistance with ADLs. 
 
7.  BEHAVIOR/MENTAL CONDITION 
0 points Client is oriented and requires little or no assistance from others. 
3 points Client has occasional memory lapses and forgetfulness causing him to need minimal assistance of supervision. 
6 points Client requires moderate assistance due to disorientation, mental or developmental disabilities, or uncooperative 
behavior. 
9 points Client requires maximal assistance due to confusion, incompetency, hostility, or severe depression. 
 
8.  MOBILITY 
0 points Client does not need any human assistance with mobility. 
3 points Client needs assistance transferring to a wheelchair, getting out of a chair, or cannot climb stairs without 
assistance. 
6 points Client requires assistance for all ambulation. 
9 points Client is totally dependent on others. 
 
9.  DIETARY 
0 points Client is on regular diet, can prepare own meals, and does not need assistance eating. 
3 points Client requires 50% of meals to be prepared by others and needs encouragement or minimal supervision to eat. 
6 points Client requires all meals to be prepared by others, needs to be fed by someone, or is on calculated diet for 
unstable condition. 
9 points Client is unable to eat and requires tube feedings or parenteral fluids. 
 
 
Transformed LOC:  The categories are:  (1) Behavioral: repeated behavioral challenges that affect their ability to function 
in the community. (2) Cognition: performance in remembering, making decisions, organizing daily self-care activities, as 
well as understanding others and making self-understood. (3) Mobility: the ability to move from one place or position to 
another. (4) Eating: the ability to eat and drink, including the use of special nutritional requirements or a specialized 
mode of nutrition. (5) Toileting: ability to complete all tasks related to toileting including the actual use of the toilet room 
(or commode, bedpan, urinal), transferring to on/off the toilet, cleansing self, adjusting clothes, managing catheters, and 
managing incontinence episodes. (6) Bathing: full body shower or bath. (7) Dressing and Grooming: the ability to dress, 
and undress, and complete daily grooming tasks.  Dressing may also include specialized devices such as prosthetics, 
orthotics etc.  (8) Rehabilitation: physician ordered rehabilitation therapy (speech, occupational, physical), points are 
based on frequency of services.  (9) Treatments: physician ordered medical care or management that requires additional 
hands on assistance. (10) Medication Management: the ability to safely manage their medication regimen.  (11) Meal 
Preparation: the ability to prepare a meal based on the capacity to complete the task. (12) Safety: identification of a safety 
risk associated with a visual impairment, unsteady gait, past institutionalization, past hospitalization, and age. 
 
 
Scoring Methodology:  any combination of points which meets the LOC specified in 19 CSR 30-81.030 qualifies an 
individual to meet LOC.  Based on the criteria established in each category, points are assigned in each of the twelve 
categories in three point increments: 
 
0 points: No conditions reported or observed, no assistance needed only set up or supervision need, no therapies or 
treatments ordered, no difficulty in vision, falls or recent problems with balance. 
3 points: Mental conditions exhibited in the past, requires supervision in decision making, occasional limited or moderate 
assistance needed, has been institutionalized, therapies ordered less than daily, severe difficulty with vision, fallen and 
has current problems with balance. 
6 points: Mental or behavior conditions and symptoms currently exhibited, requires monitoring by a physician or licensed 
mental health professional, moderate to maximum assistance needed, therapies ordered daily, treatments needed, no 
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alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services. 
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon 
request through the Medicaid agency or the operating agency (if applicable).

 

The Client Choice Statement is explained and discussed by BIW staff with the participant and/or responsible party 
initially (prior to enrollment) and annually thereafter.  The participant and/or responsible party is required to sign the 
form.  The participant and/or responsible party can then make an informed choice between receiving institutional or home 
and community based services and choice of provider.  The results of the assessment are discussed and the participant 
and/or responsible party participates in the development of a plan for services.  

Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice 
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

 

Original participant records are housed in the office where the Brain Injury Manager and/or designee is domiciled.  The 
files are stored in locked file cabinets for as long as the participant is receiving waiver services.  Upon discharge of the 
participant, the record is archived and maintained indefinitely.  

b. 

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access 
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance 
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting 
Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):
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It is the policy of the DHSS to provide services on a nondiscriminatory basis based on national origin, race, sex, age, disability, 
color, religion, or genetic information.  Language barriers may interfere with the provision of services to consumers, leading to 
misunderstandings and impacting program effectiveness.  Effective language services are put in place to help prevent these 
problems. All DHSS employees and programs must utilize the State of Missouri's contract for providing interpretation and 
translation services.  Guidance and information on the current contract is always available through the Office of Administration's 
web site. 
 
POLICY: 
I. PURPOSE: 
It is the policy of the DHSS to provide services on a nondiscriminatory basis based on national origin, race, sex, age, disability, 
color, religion, or genetic information. 
Language barriers may interfere with the provision of services to participants, leading to misunderstandings, and impacting 
program effectiveness. Effective language services can help prevent these problems. 
 
II. POLICY: 
It is the intent of DHSS to: 
•establish systems and procedures for the provision of services to any Limited English Proficiency(LEP) individual, particularly 
those who cannot communicate in spoken or written English; 
•improve customer relations between DHSS and the people we serve; 
•assure quality translation and interpretation services by obtaining feedback on the performance of translators and interpreters; 
and 
•provide technical support to all DHSS programs. 
 
III. DEFINITIONS 
COMMUNICATION: The transfer and understanding of a message from one person to another by means of speaking, writing 
(including Braille), sign language, or illustration. 
 
INTERPRETATION: Spoken transfer and understanding of a message from one language to another. 
 
TRANSLATION: Written transfer and understanding of a message. 
 
LIMITED ENGLISH PROFICIENCY (LEP) INDIVIDUAL: An individual whose primary language is not English and who 
cannot speak, read, write, or understand the English language at the level necessary for effective communication. 
 
METHODS OF ADMINISTRATION: Document signed by DHSS and provided to the U.S. Department of Health and Human 
Services (USDHHS) specifying methods DHSS will use to implement and assure compliance with Title VI of the Civil Rights 
Act of 1964 as amended (42 USC 2000d et seq); the Rehabilitation Act of 1973 (29USC 794), hereinafter referred to as Section 
504; and the regulations issued there under by USDHHS (45 CFR Parts 80 and 84). It is essential to communicate information in 
a language other than English when and as required by federal regulations (see Administrative Manual Section 3.2). 
 
IV. COMPONENTS: 
A. Responsibilities: 
1. All DHSS employees and programs shall utilize the state contract for providing interpretation and translation services. 
Guidance and information on what contract is currently being used by DHSS will be available through the Office of Human 
Resources or obtained through the contract search listing available on the Office of Administration's website. 
2. All DHSS employees and programs will make reasonable efforts to offer interpretation and translation services when contact 
has been made with an individual of LEP. Contact should be recorded by the employee and the LEP Data Form can be used for 
convenience in recording said contact. 
3. Each DHSS program will determine which materials and forms used by the public will be translated based on an assessment of 
the population in the services area. 
4. Translation materials shall be linguistically and culturally appropriate to the population. 
5. DHSS will strive to provide visual and audio information in the appropriate language to  participants with LEP. Medically or 
legally complex materials may be contracted with a vendor for translation. 
6. DHSS programs having state or federal funding cannot discriminate in the provision of services under Title VI.  The Missouri 
Constitution, Article 1, Section 34 of the Bill of Rights, which states English to be the official language in the state, does not 
affect Title VI expectations for provision of services. 
 
B. Contracts for Translation or Interpretation: 
If vendors are contracted to provide interpretive services and/or perform the translation of materials to other languages, the BIW 
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will be responsible for associated costs. 
C. Contractors: 
1. The contractors shall comply with all applicable provisions of the Civil Rights Act (45 CFR 80), the Rehabilitation Act of 
1973 (45 CFR 84), and all other federal and state laws and regulations relating to nondiscrimination. The contractors shall assure 
that no person eligible for services shall on the ground of race, color, religion, national origin (this includes individuals of limited 
English proficiency), sex, disability, veteran status, age, or genetic information be excluded from participation in, be denied the 
benefits of, or be otherwise subject to discrimination for any service provided by the contract. The contractors shall, within 
resources available, ensure minority health issues are addressed in the delivery of services where disparities in health status exist 
between minority and majority Missourians. 
D. Participants of DHSS: 
1. No participant, applicant or their representative will be required to provide or pay for the services of a translator or interpreter. 
2. For participants with LEP, DHSS employees will identify and document on the participant's record the primary 
language/dialect of the participant and need for translation or interpretation services. 
3. A family member or friend may be used as an interpreter if this is requested by the participant and the use of such a person 
would not compromise the effectiveness of services or violate the participant's confidentiality, and the participant is advised that 
a free interpreter is available. The family member or friend must be 18 years of age or older. 
E. Responsibility for coordination of this policy is assigned to the DHSS Office of Human Resources.  

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case 
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service

Extended State Plan Service Personal Care Services

Other Service Applied Behavior Analysis

Other Service Assistive Technology

Other Service Cognitive Rehabilitation Therapy

Other Service Environmental Access and Modification

Other Service Neuropsychological Evaluation

Other Service Occupational Therapy

Other Service Physical Therapy

Other Service Speech Therapy

a. 

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Extended State Plan Service
Service Title:
 

Personal Care Services  

HCBS Taxonomy:

Category 1:

08 Home-Based Services

Sub-Category 1:

08030 personal care
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License (specify):
 

There are no licensing requirements.  

Certificate (specify):
 

There are no certification requirements.  

Other Standard (specify):
 

Personal Care Worker must meet the following qualifications: 
1.  Be at least 18 years of age; 
2.  Be able to read, write, and follow directions; and 
3.  Have at least 6 months paid work experience as an agency homemaker, nurse aide, maid, or 
household worker, or at least one year of experience in caring for children or for sick or aged 
individuals. Successful completion of formal training in the nursing arts, such as a nursing aide or home 
health-aide training; and 
4.  May not be a family member of the recipient for whom Personal Care is to be provided.  A family 
member is defined as a parent; sibling; child by blood, adoption or marriage; spouse; grandparent, or 
grandchild. 
 
The Personal Care worker must be screened and employable pursuant to the Family Care Safety 
Registry, Employee Disqualification List, and applicable state laws and regulations. 
 
Personal Care worker must have 20 hours of orientation, including two hours orientation by the provider 
agency and the agencies protocols for handling emergencies, within 30 days of employment. 
Eight hours of classroom training completed prior to client contact, 12 hours of orientation may be 
waived with adequate documentation in the employee’s records that the aid received similar training 
during the current or preceding state fiscal year or has been employed as an aide at an in-home or home 
health agency at least half time for six months or more within the current or preceding state fiscal year, a 
certified nurse’s assistant, licensed practical nurse, or registered nurse.  An additional 10 hours of in-
service training is required annually.  Six of the ten hours should be classroom instruction and four hours 
may be via an appropriate training method.   The provider must keep documentation of the training 
hours.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider agency enrolled with Missouri Medicaid Audit and Compliance (MMAC) as a MO HealthNet 
provider. 
 
A Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

Personal Care providers are generally audited every three years by MMAC, but it can vary depending on 
whether a complaint or allegation of fraud or other program violations are received, which may trigger 
an audit before the next three year audit is due. Training records of managers and employees are 
reviewed for compliance during the audits.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
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the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Applied Behavior Analysis  

HCBS Taxonomy:

Service Definition (Scope):

 

Category 1:

10 Other Mental Health and Behavioral Services

Sub-Category 1:

10040 behavior support

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4:

 

Sub-Category 4:
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Applied Behavior Analysis (ABA) services are designed to help individuals demonstrating significant deficits 
(challenges) in the areas of behavior, social, and communication skills acquire functional skills in their homes and 
communities and/or to prevent hospitalizations or out-of-home placements. ABA services may be provided to assist 
a person or persons to learn new behavior directly related to existing challenging behaviors or functionally 
equivalent replacement behaviors for identified challenging behaviors. Services may also be provided to increase 
existing behavior, to reduce existing behavior, and to emit behavior under precise environmental conditions. ABA 
services include the design, implementation, and evaluation of systematic environmental modifications for the 
purposes of producing socially significant improvements in and understanding of human behavior based on the 
principles of behavior identified through the experimental analysis of behavior. 
 
The Behavior Support Plan (BSP) should describe strategies and procedures to generalize and maintain the effects of 
the BSP and to collect data to assess the effectiveness of the plan and fidelity of implementation of the plan. 
 
The specific skills and behaviors targeted for each individual should be clearly defined in observable terms and 
measured carefully by direct observation each session. 
 
The BSP shall include collection of data by the staff, family, and/or caregivers that are the primary implementers of 
the plan and the service shall include monitoring of data from continuous assessment of the individual’s skills in 
learning, communication, social competence, and self-care guide to the scope of the treatment plan, which must 
include separate, measurable goals and objectives with clear definitions of what constitutes mastery. 
 
Reports regarding the service must include data displayed in graphic format with relevant environmental variables 
that might affect the target behaviors indicated on the graph. The graph should provide indication of analysis via 
inclusion of environmental variables including medications and changes in medications, baseline or pre-intervention 
levels of behavior, and strategy changes. 
 
Performance-based training for guardians, caregivers, and significant others in the person’s life is also part of the 
behavior analysis services if these people are integral to the implementation or monitoring of the plan. 
 
ABA services consist of the following components: 
Assessment: ABA services are based on an assessment which identifies functional relationships between behavior 
and the environment, including contextual factors, establishing operations, antecedent stimuli, contributing and 
controlling consequences, and possible physiological or medical variables related to challenging behaviors or 
situations. The assessment is further composed of the following elements: 
 
Behavior identification assessment, by the physician or other qualified health care professional, face-to-face with 
patient and caregiver(s), includes administration of standardized and non-standardized tests, detailed behavioral 
history, patient observation and caregiver interview, interpretation of test results, discussion of findings and 
recommendations with the primary guardian(s)/caregiver(s), and preparation of report. 
 
Observational Follow-up Assessment: Behavioral follow-up assessment(s) may be required to enable the Qualified 
Health Care Professional (QHCP) to finalize or fine-tune the baseline results and plan of care that were initiated in 
the identification assessment. This service is performed by a technician under the direction of a QHCP or licensed 
assistant behavior analyst. The QHCP or licensed assistant behavior analyst may or may not be on-site during the 
face-to-face assessment process. Observational follow-up is provided to individuals who present with specific 
destructive behavior(s)(e.g., self-injurious behavior, aggression, property destruction) or behaviors or deficits in 
communication or social relatedness. Observational follow-up includes the use of structured observation and/or 
standardized and non-standardized tests to determine levels of adaptive behavior. Areas assessed may include 
cooperation, motivation, visual understanding, receptive and expressive language, imitation, requests, labeling, and 
leisure and social interactions. Specific destructive behavior(s)assessments include structured observational testing 
to examine events, cues, responses, and consequences associated with the behavior(s). 
 
Exposure Follow-up Assessment: Is administered by the QHCP with the assistance of one or more technicians. The 
follow-up assessment includes the QHCP's interpretation of results, discussion of findings, and recommendations 
with primary caregiver(s), and preparation of report. Typical individuals for these services include those with more 
specific severe destructive behavior(s) (eg, self-injurious behavior, aggression, property destruction). Specific severe 
destructive behavior(s) are assessed using structured testing to examine events, cues, responses, and consequences 
associated with the behavior. Exposure behavioral follow up assessment includes exposing the individual to a series 
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of social and environmental conditions associated with the destructive behavior(s). Assessment methods include 
using testing methods designed to examine triggers, events, cues, responses, and consequences associated with the 
before mentioned maladaptive behavior(s). This assessment is completed in a structured, safe environment. 
 
Adaptive Behavior Treatment: addresses the individual’s specific target problems and treatment goals as defined in 
previous assessments. Adaptive behavior treatment is based on principles including analysis and alteration of 
contextual events and motivating factors, stimulus-consequence strategies and replacement behavior, and monitoring 
of outcomes. Goals of adaptive behavior treatment may include reduction of repetitive and aberrant behavior, and 
improved communication and social functioning. Adaptive behavior skill tasks are often broken down into small, 
measurable units, and each skill is practiced repeatedly until the individual masters it. Adaptive behavior treatment 
may occur in multiple sites and social settings (e.g., controlled treatment programs with an individual alone or in a 
group setting, home, or other natural environment). All ABA services are considered short term services whose 
objectives are to provide changes in patterns of interactions, daily activities, and lifestyle including provider 
family/staff/caregivers skills to teach the individuals supported adaptive skills and skills to more appropriately 
address problem behaviors. The development of skills in the individual and in the family/staff/caregivers is a key 
component to these services. In addition, it is essential that the strategies developed are adapted to more typical types 
of support strategies so that the treatment plan, called the BSP, is replaced with these more typical strategies as the 
service is successful. 
 
Adaptive behavior treatment is further composed of the following elements: 
 
Adaptive Behavior Treatment by Protocol by Technician: is administered by a single technician or licensed assistant 
behavior analyst under the direction (on-site or off-site) of the QHCP by adhering to the protocols that have been 
designed by the QHCP. This service is delivered to the individual alone or while attending a group session. 
 
Adaptive behavior treatment by protocol by technician includes skill training delivered to an individual who, for 
example, has poor emotional responses (eg, rage with foul language and screaming) to deviation in rigid routines. 
The technician introduces small, incremental changes to the individual’s expected routine along one or more 
stimulus dimension(s) and a reinforcement is delivered each time the individual appropriately tolerates a given 
stimulus change until the individual tolerates typical variations in daily activities without poor emotional response. 
 
The QHCP directs the treatment by designing the overall sequence of stimulus and response fading procedures, 
analyzing the technician-recorded progress data to assist the technician in adhering to the protocol, and judging 
whether the use of the protocol is producing adequate progress. 
 
Adaptive Behavior Treatment by Protocol Modification: Unlike the adaptive behavior treatment by protocol by 
technician, adaptive behavior treatment by protocol modification is administered by a QHCP or licensed assistant 
behavior analyst who is face-to-face with a single individual. The service may include demonstration of the new or 
modified protocol to a technician, guardian(s), and/or caregiver. A modified treatment protocol is administered by 
the QHCP to demonstrate to the new caregiver how to apply the protocol(s) to facilitate the desired behavior. 
 
Exposure Adaptive Behavior Treatment with Protocol Modification: describes services provided to individuals with 
one or more specific severe destructive behaviors (eg, self-injurious behavior, aggression, property destruction), with 
direct supervision by a QHCP which requires two or more technicians face-to-face with the individual for safe 
treatment. Technicians elicit behavioral effects of exposing the individual to specific environmental conditions and 
treatments. Technicians record all occurrences of targeted behaviors. The QHCP previews and analyzes data and 
refines the therapy using single-case designs; ineffective components are modified or replaced until discharge goals 
are achieved (eg, reducing destructive behaviors by at least 90%, generalizing the treatment effects across caregivers 
and settings, or maintaining the treatment effects over time). The treatment is conducted in a structured, safe 
environment. Precautions may include environmental modifications and/or protective equipment for the safety of the 
individual or the technicians. Often these services are provided in intensive out-patient, day treatment, or inpatient 
facilities, depending on the dangerousness of the behavior. 
 
Family Treatment Guidance: Family/guardian/caregiver adaptive behavior treatment guidance is administered by a 
QHCP or licensed assistant behavior analyst face-to-face with family/guardian(s)/caregiver(s) and involves teaching 
family/guardian(s)/caregiver(s) to utilize treatment protocols designed to reduce maladaptive behaviors and/or skill 
deficits. 
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SHCN will verify prior to contract approval and renewal every 3 years; as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Applied Behavior Analysis

Provider Category:
Agency
Provider Type:
 

Qualified Health Care Professional (QHCP)  

Provider Qualifications
License (specify):
 

Agency employing a licensed Psychologist with education and experience in ABA, a licensed Behavior 
Analyst, or a licensed Assistant Behavior Analyst.  Provisionally licensed providers are not eligible to 
enroll. 
 
RSMo Section 337.315.1 provides the license and practice requirements of Applied Behavior Analysis. 
Graduate degree and Missouri State license as a Behavior Analyst or a licensed professional in 
psychology, social work, or professional counseling with training specific to behavior analysis. RSMo 
Chapter 337 and 376 specifically 337.300; 337.305; 337.310; 337.315; 337.320; 337.325; 337.330; 
337.335; 337.340; 337.345; 376.1224 Or Missouri State license as an assistant Behavior Analyst RSMo 
Chapter 337 and 376 specifically 337.300; 337.305; 337.310; 337.315; 337.320; 337.325; 337.330; 
337.335; 337.340; 337.345; 376.1224.  

Certificate (specify):
 

Registration as Registered Behavior Technician with the Behavior Analyst Certification Board.  20 CSR 
2063-3.005 is the state regulation that governs Behavior Analyst certification.  

Other Standard (specify):
 

DHSS contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years; as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
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C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Assistive Technology  

HCBS Taxonomy:

Service Definition (Scope):

 

Assistive technology includes adaptive equipment, technologies, items and products which can be used, modified, or 
customized to increase, maintain, or improve the functional capabilities of individuals with disabilities.  Assistive 
technology can be acquired through providers specializing in this business area or purchased in retail establishments. 
All equipment and technologies must meet applicable standards of manufacture, design and installation.  This 
service will include (1) acquisition of and (2) maintenance, not covered under the standard warranty or after the 
expiration of the warranty, of the equipment and technologies, as authorized on the recipient's plan of care.  Items 
purchased with waiver funds shall be in addition to any medical equipment and supplies furnished through State 
Plan and shall exclude those items which are not of direct medical or remedial benefit to the recipient.  A 
Rehabilitation Assessment/evaluation will be completed prior to the purchase of items through the waiver, will 
certify that the technologies and equipment are required to prevent institutionalization.  

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
 

$5,000 annual cost limit per participant. 
 
If a person’s need can’t be met within a limit, an exception may be approved by the by the director or designee to 
exceed the limit if exceeding the limit will result in decreased need (units) of one or more other services. The service 
plan must document exceeding the limit for the service that will result in a decreased need of one or more other 
services. If it is determined the needs of a significant number of individuals cannot be met within the limitation, an 
amendment will be requested to increase the amount of the limitation.  Attempts will be made to locate another 
funding source or an exception may be requested and approved, see above.  When the individual has a need for these 
services, they are informed of the limitation. The limitation is listed within the description of the services which is 
available to participants, their legal representatives, advocates, and the public in general. The amount of the limit is 
published with the service definition.  

Category 1:

14 Equipment, Technology, and Modifications

Sub-Category 1:

14031 equipment and technology

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4:

 

Sub-Category 4:
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Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years; as needed based on service 
monitoring concerns.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Cognitive Rehabilitation Therapy  

HCBS Taxonomy:

Service Definition (Scope):

 

Category 1:

10 Other Mental Health and Behavioral Services

Sub-Category 1:

10070 psychosocial rehabilitation

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4:

 

Sub-Category 4:
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Service Name: Cognitive Rehabilitation Therapy

Provider Category:
Individual
Provider Type:
 

Professional Counselor  

Provider Qualifications
License (specify):
 

Individual enrolled as a licensed psychologist, counselor, or social worker licensed in accordance with 
RSMo. Chapter 337  

Certificate (specify):
 

 

 
Other Standard (specify):
 

DHSS Contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years; as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Rehabilitation Therapy

Provider Category:
Agency
Provider Type:
 

Agency enrolled as a waiver provider employing psychologist, counselor, or social worker licensed in 
accordance with RSMo. Chapter 337  

Provider Qualifications
License (specify):
 

Agency enrolled as a waiver provider employing psychologist, counselor, or social worker licensed in 
accordance with RSMo. Chapter 337.  

Certificate (specify):
 

 

 
Other Standard (specify):
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DHSS Contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years; as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Environmental Access and Modification  

HCBS Taxonomy:

Service Definition (Scope):

 

Category 1:

14 Equipment, Technology, and Modifications

Sub-Category 1:

14020 home and/or vehicle accessibility adaptations

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4:

 

Sub-Category 4:
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Service Type: Other Service
Service Name: Environmental Access and Modification

Provider Category:
Individual
Provider Type:
 

Contractor  

Provider Qualifications
License (specify):
 

 

 
Certificate (specify):
 

 

 
Other Standard (specify):
 

Must have applicable business license and meet applicable building codes; DHSS Contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval or renewal every 3 years; as needed based on service 
monitoring concerns.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental Access and Modification

Provider Category:
Agency
Provider Type:
 

Contractor  

Provider Qualifications
License (specify):
 

 

 
Certificate (specify):
 

 

 
Other Standard (specify):
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Must have applicable business license and meet applicable building codes; DHSS Contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval or renewal every 3 years; as needed based on service 
monitoring concerns.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Neuropsychological Evaluation  

HCBS Taxonomy:

Service Definition (Scope):

 

Category 1:

10 Other Mental Health and Behavioral Services

Sub-Category 1:

10090 other mental health and behavioral services

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4:

 

Sub-Category 4:
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Neuropsychological evaluation and consultation consists of the administration and interpretation of a standardized 
battery of neuropsychological tests to provide information about a participant's cognitive strengths and weaknesses 
following a traumatic brain injury (TBI).  This service includes consultation with the participant, guardian, family, or 
other significant key person designated by the participant, and BIW staff for information gathering and/or 
interpretation of results. 
 
Evaluation must be adapted to the cultural, ethnic, linguistic, and communication background of the participant and 
family. 
 
Neuropsychological evaluation may be provided under the following circumstances: 
*  A neuropsychological evaluation has not been previously completed, and information is needed by the planning 
team to assist in identifying a feasible long-term goal, or 
*  Significant changes in participant's functional status have occurred and the information from a previous 
neuropsychological evaluation is not representative of present functioning, and information is needed by the 
planning team to assist in identifying a feasible long-term goal. 
 
The following tests are approved as usual and customary: 
Wechsler Adult Intelligence Scale (WAIS-IV) 
Test of Premorbid Functioning (TOPF) 
Trails A and B 
Stroop 
Symbol Digit Modality Test (SDMT) 
Wechsler Memory Scale (WMS-IV) 
California Verbal Learning Test (CVLT-2) 
Category Test 
Brief Visual Memory Test (BVMTR) 
Judgment of Line Orientation (JOLO) 
Rey Complex Figure (Copy) 
Grooved Peg Board 
Finger Agnosia 
Grip Strengh 
Boston Naming Test (BNT) 
Controlled Oral Word Association Test (COWAT) 
Animal Naming 
Beck Depression Inventory (BDI-II) 
Beck Anxiety Inventory (BAI-II) 
Halstead-Reitan Battery 
Luria-Nebraska Battery 
NEPSY 
 
The following abilities must be addressed in the evaluation report: 
* Intelligence 
* Academic functions 
* Memory 
* Attention 
* Language 
* Visual-Spatial skills 
* Executive Functions 
* Motor Skills 
* Sensory Perception 
* Emotional-behavioral functioning 
* Speed of information processing 
 
The Brain Injury Manager will approve authorizations for both the ABI and BIW Programs.  The Manager will 
ensure Neuropsychological Evaluations will not be authorized through BIW for participants who are enrolled in the 
ABI Program. 
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Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Occupational Therapy  

HCBS Taxonomy:

Service Definition (Scope):

 

Category 1:

11 Other Health and Therapeutic Services

Sub-Category 1:

11080 occupational therapy

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4:

 

Sub-Category 4:
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Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years;  as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Occupational Therapy

Provider Category:
Agency
Provider Type:
 

Agency employing licensed OT and may also employ registered COTAs supervised by licensed OT.  

Provider Qualifications
License (specify):
 

Licensed as an OT per RSMo. 324.050-324.089 and CSR 2205-3.010 - CSR 2205.3.070  

Certificate (specify):
 

Certified per RSMo 334.735 334.746 as OT by AOTA or registered as a COTA.  

Other Standard (specify):
 

DHSS Contract; Occupational therapist must be either certified as an OT by the American Occupational 
Therapy Association or registered as a COTA.  Requirements for registration as a COTA in Missouri 
are: Attainment of a two-year associate degree from an accredited college; successful completion of a 
state exam; and registration with the State Division of Professional Registration.  In addition, COTAs 
must receive supervision from a professional OT on a periodic, routine, and regular basis.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years; as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
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Provider Type:
 

Physical Therapist  

Provider Qualifications
License (specify):
 

Licensed per RSMo. 334.530-334.625  

Certificate (specify):
 

RSMo 20 CSR 2150-3.010-20 CSR 2150-3.110  

Other Standard (specify):
 

DHSS Contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years;  as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Speech Therapy  

HCBS Taxonomy:

Category 1:

11 Other Health and Therapeutic Services

Sub-Category 1:

11100 speech, hearing, and language therapy

Category 2:

 

Sub-Category 2:

 

Category 3: Sub-Category 3:
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Speech Therapy

Provider Category:
Agency
Provider Type:
 

Licensed Speech Therapy  

Provider Qualifications
License (specify):
 

Licensed per RSMo. 345.010-345.080  

Certificate (specify):
 

 

 
Other Standard (specify):
 

DHSS Contract  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider contracted with DHSS and enrolled as a MO HealthNet provider.  

Frequency of Verification:
 

SHCN will verify prior to contract approval and renewal every 3 years;  as needed based on service 
monitoring concerns. 
Required professional licenses and certifications are verified monthly by MMAC in accordance with 42 
CFR 455.436.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Speech Therapy

Provider Category:
Individual
Provider Type:
 

Licensed Speech Therapy  

Provider Qualifications
License (specify):
 

Licensed per RSMo. 345.010-345.080  

Certificate (specify):
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A Plan of Care shall be developed from the information obtained during the assessment process.  This plan is a guideline 
for how services shall be provided to meet the needs of the participant and/or responsible party.  Requirements for plan 
development include a time line for completion, notice and arrangements for meeting to develop the plan, and team 
members to be included.  The participant and/or responsible party chooses whom he/she wants to participate as a member 
of the service plan development team. 
 
The Plan of Care shall be developed in cooperation with the participant and/or responsible party identifying the 
following: 
 
o    Concerns, priorities, and resources of the participant and/or responsible party 
o    Outcomes or changes the participant and/or responsible party wants to occur 
o    Services needed to address the identified outcomes 
o    Method, duration, and location of services 
o    Service providers 
o    Funding resources to cover the cost of the services 
o    Effective date for the initiation of services 
 
A home or hospital visit shall be made to develop the Plan of Care. The complexity of the plan depends on the needs of 
the participant.  The home or hospital visit will consist of the following: 
 
o    Schedule a contact with the participant and/or responsible party to explain the service coordination process and to 
develop the Plan of Care. 
o    Promote participation in the development of the plan.  Encourage the participant and/or responsible party to discuss 
their concerns and priorities. 
o    Assist the participant and/or responsible party in identifying their resources.  Resources include personal strengths, 
weaknesses, preferences, community/family support, coping skills, access to transportation, financial resources (such as 
private insurance, Medicaid/Medicare, or SSI eligibility) and who controls the participant's finances. 
o    Identify other agencies/providers who are involved in providing services to the participant.  Collaboration and contact 
with other providers is encouraged.  An Authorization for Disclosure of Consumer Medical/Health Information shall be 
obtained to allow for exchange of information. 
o    Provide information about other resources and help the participant and/or responsible party to identify resources that 
might be helpful. 
o    Help the participant to identify and prioritize their goals or outcomes.  An outcome is defined as a statement of the 
goals/changes a participant and/or responsible party wants to see occur for the waiver participant.  Help the participant 
and/or responsible party to identify the services needed, to meet the identified outcomes. 
o    Create opportunities for the participant and/or responsible party to make decisions regarding services.  Determine 
who shall provide the service, how often the service is needed, and where the service shall be provided.  Identify the 
funding source for payment of the service and the date the service is to begin. 
o    Provide the participant/family with information about obtaining the identified services.  This includes making sure 
they have the contact names, addresses/telephone numbers, or referral information for the agency. 
o    Provide a copy of the Rights and Responsibilities to the participant and/or responsible party, including the process to 
request a Fair Hearing, and the BIW staff contact information.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; (b) 
the types of assessments that are conducted to support the service plan development process, including securing 
information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the 
services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses 
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated; 
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan; 
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and 
policies cited that affect the service plan development process are available to CMS upon request through the Medicaid 
agency or the operating agency (if applicable):

d. 
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A)  The Plan of Care is developed every six months by BIW staff, family, health care team members, and anyone the 
participant and/or responsible party requests. 
B)  BIW staff completes a Service Coordination Assessment annually and the Participant Assessment Form, 
Rehabilitation Assessment Form, LOC, and Prior Authorization forms every 6 months. All of these documents comprise 
the Plan of Care that is developed using input from the participant and/or responsible party, provider documentation, and 
medical records. 
C)  The Client Choice Form is discussed, as are services and provider options. 
D)  Through discussion and participation, the participant and/or responsible party offer input and voice strengths, 
concerns, preferences, priorities, and goals during the development of the plan. 
E)  BIW staff is responsible for coordination of services.  Qualified providers are identified through availability and 
participant and/or responsible party choice. 
F)  BIW staff, along with the participant and/or responsible party, is responsible for implementation and compliance with 
the Plan of Care.  This is discussed during assessment, evaluation, and care plan development. 
G)  The Plan of Care is revised/updated every six months during face to face interview with particpant and re-written 
annually and updated as needed. The participant and/or responsible party is encouraged to contact BIW staff when 
changes in the plan are needed or they have concerns regarding their care and/or services.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan 
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs 
and preferences. In addition, describe how the service plan development process addresses backup plans and the 
arrangements that are used for backup.

 

1. A safety assessment of risk factors for abuse or neglect is completed.  BIW staff completes a Service Coordination 
Assessment annually, which includes discussion of risk factors related to financial well being including who 	 controls 
the participant's finances, communication needs, availability of health care 	 resources, physical health, mobility, ability 
to perform ADLs, nutritional needs, social and emotional health, cognitive abilities, educational/vocational needs, family 
support systems, cultural needs, safety 	 issues, and satisfaction of care provided. Risk factors are monitored quarterly 
and reviewed every 6 months. 
 
2. Participant assessment of medical needs.  BIW staff assesses the availability of medical care, assists in securing a 
primary care physician, and assists with specialty referrals.  A review of medications and nursing assessment of general 
health status is completed. 
 
 
3. Review of medical records/documentation.  BIW staff requests and reviews medical reports as needed to identify 
potential risks and needs.  BIW staff reviews the nursing notes made by the provider to assess for additional needs and 
appropriate service delivery. 
 
4. An emergency preparedness plan is discussed. Emergency preparedness materials are discussed with the participant 
and/or responsible party and assistance is offered to complete an emergency plan. Emergency preparedness plans are 
developed by the participant and/or responsible party, specific to the participant’s needs.  It is the participant’s and/or 
responsible party’s responsibility to take the steps outlined in the plan 	 that they have prepared. General topics of an 
emergency preparedness plan 	 	 could include plans for getting the participant to safety in the event of fire, tornado, 
flood, and long term power outage. 
 
Caregiver backup plans are a part of the emergency preparedness plan, which is part of the service planning process. BIW 
participants receive care in their homes and one of the main premises of enrollment is that the participants have adequate 
natural supports if/when provider agencies are unable to provide staff for the authorized services. BIW staff reviews the 
plan with the participants and/or responsible parties to ensure the safety of the participants on an ongoing basis.  

e. 

Appendix D: Participant-Centered Planning and Service Delivery
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D-1: Service Plan Development (6 of 8)

Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from 
among qualified providers of the waiver services in the service plan.

 

A list of qualified providers is available to participants through BIW staff.  DSDS has access to MHD Information 
Systems with enrolled provider information for BIW services. DSDS maintains a list of MHD enrolled providers by 
region and/or county.  The appropriate list of providers in the region/county in which the participant lives is given to the 
participant and/or responsible party at the initial assessment home visit, and as requested.  Participants and/or responsible 
parties are asked to choose their service provider and the Provider Choice Form is completed. 
 
When more than one provider of service is enrolled as a waiver provider, the individual or legal guardian is given a 
choice among eligible providers.  BIW staff educates and informs participants and/or responsible parties regarding 
eligible providers of services during the annual planning process and at any time as needed.  Documentation of education 
and choice of providers must be included in the annual plan.  A list of eligible providers for the given service is provided 
along with the Client Choice Statement.  BIW staff that are providing service coordination is responsible for ensuring 
participant choice of provider statements are obtained and maintained in the participant's record. 
 
DSDS makes every effort to build provider capacity in rural areas. DSDS works on provider development in areas of 
identified needs. If there are limited providers available for a chosen service the BIW staff will work closely with the 
individual to identify other providers that would be willing to provide the needed service in the area of the state where the 
individual resides.  

f. 

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the 
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

 

BIW staff develops the initial service plan and reviews the service plan no less than annually.  A change to the service 
plan may be requested by anyone, including the participant, when there is a change in the participant’s needs.  However, 
all service plan changes are subject to the review and approval of BIW staff and include discussion with the participant. 
 
Additionally, DSDS staff completes a 100% of record reviews, no less than annually, on an ongoing basis to assure 
service plans are completed in accordance with waiver policies and procedures.  Reports are produced and sent to MHD 
no less than annually which document the outcome of the reviews.  MHD will review the report no less than annually. 
Supporting documentation will be available to MHD upon request. 
 
In addition to the annual review performed by DSDS, MHD also conducts their own review based upon 25 randomly 
selected participants or 100% of records if less than 25.  The review by staff from the MHD ensures individuals receiving 
waivered services had a service plan in effect for the period of time services were provided.  The review process also 
ensures that the need for services that were provided was documented in the service plan, and that all service needs in the 
plan were properly authorized. 
 
At any time, MHD may conduct a review of the service plan, making the service plan subject to the approval of MHD, 
the state Medicaid agency.  This would normally be conducted through review of reports generated by DSDS, to negate 
the need for redundancy and duplication of efforts related to record reviews.  

g. 

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the 
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review 
and update of the service plan:

h. 
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